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Churg–Strauss syndrome (CSS), characterised by a
diffuse eosinophilic vasculitis and asthma, is a rare
systemic disease of unknown cause, but an overall
good prognosis. Cardiac involvement in CSS in-
cludes eosinophilic myocarditis, coronary vasculi-
tis, valvular heart disease, systolic dysfunction,
pericarditis and ventricular thrombi.1 Eosinophilic
pericardial effusion has not been reported in CSS.Case report
A 59-year-old woman with a 16-year history of
asthma, glaucoma since 7 years, allergy to various
plants, recurrent pulmonary infiltrates and recur-
rent sinusitis with mucosal polyps necessitating
polypectomy 5 times, presented with worsening
shortness of breath since 6 months, not explainable
by her asthma or her rhinologic situation. She was
on a medication with theophylline, budenoside,
salbutamol and latanoprost, and had never takenee front matter & 2004 Elsevier Ltd. All rights reserv
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.drugs which are known to induce eosinophilia.
Dyspnoea was explained by a pericardial effusion
detected by echocardiography (Fig. 1). At pericar-
diocentesis 440ml of yellow fluid with many whitish
crumb-like structures were aspirated. Cytologic
examination showed numerous eosinophilic cells
(Fig. 1). There was blood eosinophilia of 36%. Tests
for antinuclear antibodies and rheumatic factor
were negative as well as bacteriologic and serologic
tests for viruses, parasites, fungi and bacteria.
Neurologic examination revealed tremor and sen-
sory neuropathy of the upper limbs. No dermato-
logic, renal or gastrointestinal abnormalities were
detected. After clinical improvement the patient
was discharged with an unchanged medication.
Two weeks after pericardiocentesis, exerlional
anginal chest pain occurred for the first time. The
patient was re-admitted one week later with a
subacute myocardial infarction. At coronary angio-
graphy, only wall irregularities of the small vessels
were found. Since then no further manifestations of
CSS occurred under an unchanged medication.
After 6 months, blood eosinophilia was 29%,
eosinophilic cationic protein 143.0 mg/l (normal:
o15) and serum IgE 123 kU/l (normal: 10–120).
Echocardiography showed no pericardial effusion,
but a small hypokinetic area in the posterior
wall.ed.
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Figure 1 Upper part: Parasternal long axis view, showing a pericardial effusion (*) around an otherwise normally
appearing heart. (LV—left ventricle, LA—left atrium, RV—right ventricle, AO—ascending aorta). Lower part:
May–Giemsa–Gru¨nwald stain of the pericardial fluid showing numerous eosinophilic cells ( 400).
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Asthma, eosinophilia, polyneuropathy, pulmonary
infiltrates and paranasal sinus polyps fulfill 5 of the
6 diagnostic criteria for CSS according to theAmerican College of Rheumatology.2 Since no
biopsy had been carried out so far, vasculitis with
extravascular eosinophils (6th criterion) could not
be demonstrated yet. Whether the myocardial
infarction was due to coronary vasculitis remains
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Eosinophilic pericardial effusion 379unknown. However, coronary vasculitis is suggested
by angiographic findings, the temporal relationship
and the absence of any arteriosclerotic risk factors.
Differential diagnoses of eosinophilic pericardial
effusion are infections like toxocariasis,3 adverse
reactions to drugs like pantothenic acid and biotin4
and hypereosinophilic syndrome.5Conclusion
Since no infectious or drug-related causes were
detected and the allergy history makes hypereosi-
nophilic syndrome unlikely, we conclude that
eosinophilic pericardial effusion is a rare manifes-
tation of cardiac involvement in CSS.References
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